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As health care system reform proceeds, it is remarkable that 
there has been virtually no discussion of the impact of these 
changes on medical education (1). The clinical training of a 
physician, a system that has been widely regarded as an ideal 
teaching model for 50 years, is in great peril. A recent article in 
Science (2) discussed the implications of mergers of major 
medical schools without one word about the impact of such 
mergers on medical education. 
Perhaps a major reason for downgrading the status of 
clinical training is that it has no firm place in the modern 
university system. Universities focus on basic research. Medical 
schools have always differed from other graduate schools 
because postdoctoral training occurs outside formal university 
control (and the faculty actually maintains the start of the art). 
Indeed, in one major institution the university support for 
clinical training is only $16/h (3). Thus, the universities have 
raised no call of alarm about he fate of clinical training. 
A practicing physician requires the most extensive opera- 
tional knowledge base of any professional (and hence the 
longest training period). This enormous base of knowledge 
cannot be acquired by lectures, demonstrations or narrow 
theses. Centuries of experience have shown that learning 
occurs best around a patient (4). The student learns by a 
question-answer format led by an experienced clinician- 
teacher. This Socratic method is marvelously effective for 
students at any level, from medical student, intern, resident to 
cardiology fellow. This method encourages comprehensive 
analysis of the patient's problem and placement of the problem 
in the context of the "whole patient." Another important 
aspect of this method is that the attending physician must 
defend his or her diagnostic and therapeutic plans. This not 
only provides continuing education for the teacher, but results 
in better care for the patient, a premise that is supported by 
Medicare mortality data. 
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Health care system reform has been, to this point, almost 
exclusively driven by cost reduction. The two changes with the 
greatest impact on clinical training are the decrease in length 
of hospital stay and the related shift of inpatient care delivery 
to the outpatient setting. The adverse ffect of these changes 
on medical knowledge was noted as early as 1989 by the 
declining performance on the American Board of Internal 
Medicine certification examination for internal medicine (5). 
From the student's point of view there has been a loss of 
participation in clinical decision making before admission or 
after discharge. There are fewer teaching sessions with the 
attending physician, and when such encounters occur they are 
often rushed. There are fewer opportunities toask questions-- 
the most vital teaching technique. Comprehensive analysis of 
the patient's problem is not possible. Multiple (often preor- 
dered) laboratory tests serve as surrogates for clinical decision 
making. Most disturbing is the compartmentalization of care 
and the resulting loss of the sense of responsibility for the 
patient's outcome. The hurried pace is distasteful enough for 
the clinical-teacher, but the recent odious implementation of
the 1972 Medicare rules for teaching physicians adds further 
disincentives for clinical teaching. 
Shifting teaching to the outpatient setting, while useful for 
some purposes, is not an effective replacement for the intense 
and efficient team approach to the in-hospital care of sick 
patients. To properly care for patients in the outpatient setting, 
the physician must be comfortable and knowledgeable about 
the care of the more severe or life-threatening manifestations 
of the disease. 
Health care system reform also threatens the financial 
underpinnings of clinical training (6,7). According to the 
Association of American Medical Colleges, monies from fac- 
ulty clinical practice (2.4 billion dollars annually or 28% of 
faculty income) support clinical teaching and research (8). 
Nowhere else do the teachers pay for the students! Managed 
care adamantly refuses to pay the estimated 35% premium for 
in-hospital clinical teaching, yet they have built a lucrative 
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empire on the fruits of this premium. The managed care 
industry believes that education and research are public goods, 
and they should be paid for by public funds (9). However, the 
public sector is also cutting educational costs by decreasing 
Medicare support for graduate medical education (not to 
mention drastic cuts in reimbursement for clinical care by 
faculty). 
Should we care about this? Perhaps we are insisting that 
future doctors know too much. Our wonderful new technolo- 
gies, particularly in cardiology, allow even the beginning 
medical student to make diagnoses that, in the past, were made 
only by the seasoned clinician (10). Computers interpret ests 
such as electrocardiograms. However, the unreliability of 
computerized interpretation ofcomplex biologic phenomena is 
well known, particularly true in the case of the electrocardio- 
gram. What is not said often enough is that the knowledge base 
of clinical medicine is too vast, variability is the norm, and 
integrative and psychosocial skills (and cost-effective consider- 
ations) are required to manage individual patients. Computer- 
ized information systems have great potential for improving 
patient care, but ultimately we must continue to rely on the 
clinical acumen of a traditionally trained physician. 
The academic medical center is the only place where 
clinical training occurs. If these centers fail, the basis for the 
most developed clinical care system in the world will be 
severely undermined. The American academic medical center 
is a complex but very delicate institution. Thus far, it has 
survived sequential losses of state and National Institutes of 
Health support for clinical training and research and now faces 
dramatic uts in its single largest source of financial support-- 
clinical faculty practice income. The academic medical centers 
must educate the American public to help develop a solution 
because, as noted by Kassirer (1), "no Prince Charming either 
in the halls of Congress or the executive offices of the insurance 
industry is stepping forward to rescue Cinderella." 
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